How Can We Ease the Social Isolation of Underrepresented Minority Students?
To the Editor: In an environment in which there may be a lack of cultural sensitivity, a lack of shared experiences, and a lack of inclusion or like-mindedness, underrepresented minority (URM) students may feel isolated 1, 2 and not part of a social network. In our experience, such students may be mistakenly perceived as having a lack of knowledge, being unprofessional, or just not being interested academically and socially. Furthermore, evaluations of clinical rotations have a significant subjective component and are influenced by social interactions of students and faculty and the implicit expectations of both. We have seen the lack of social interaction of some URMs lead to misperceptions of their competencies and to their receiving less-thandeserved evaluations. This translates into lower class rankings, which, in turn, may reduce some URMs' competitive status during the residency selection process.
How can URMs' social isolation in medical school be eased? Although multiple factors including personal choices, biases, and discrimination are all targets for reform, achieving a "critical mass" of URMs in the student body would, we believe, most readily foster the social integration of URMs into the surrounding institutional culture. However, this is unlikely to happen any time soon, as indicated by the laudable but not sufficiently successful efforts of the Association of American Medical Colleges' Project 3,000 ϫ 2000 initiative and others to increase the number of URMs attending medical schools. Nationally, URMs accounted for 14.1% of first-year matriculants in 2007 and only 7.4% of medical school faculty in 2008, 3, 4 resulting in a social environment in which racial discrimination, unconscious biases, or a lack of inclusion may exist. 1 A feasible solution is curricular change. Part of our role as medical educators is to develop curricula focusing on diversity, professionalism, and cultural competency with the aim of inculcating these qualities into the professional fabric of all students, faculty, and staff. Such curricular efforts are already under way in some schools, but much more needs to be done. The ultimate goal is for URMs to be part of the culture of medicine as we develop a health care workforce that provides quality equitable care to a rapidly changing population.
In Reply: Calls to attain a critical mass of underrepresented minority (URM) students, while popular within educational circles, must never be viewed as a stand-alone panacea. Indeed, increased numbers alone may be neither necessary nor sufficient to foster educationally meaningful diversity. As we found in our original research, 1 majority faculty had a much different image of what constituted a critical mass of minority students than did minority faculty, including how and where those students were situated within the larger social network. Thus, while the point may be obvious, simply increasing the numbers of URM students without altering the broader social and cultural contexts of educational practices may lead only to continued marginalization and isolation. Groups of students can be just as much outliers (in network terms) as individuals can. Moreover, while the term critical mass has its origins in the field of physical chemistry, social life is infinitely more complex than a chemical reactionand thus social groups require far greater, and ongoing, attention to the factors that initiate and activate selfsustaining change than do their chemical counterparts.
The authors' point about curriculum, while hopeful, also needs further contextualization. Almost 20 years ago, Hafferty and Franks 2 argued that "merely" adding more ethics courses to a medical school's curriculum would do little to halt the ethical erosion of students and physicians widely cited in the medical education literature. Instead, they pointed to a hidden curriculum of ethics instruction that could (and often did) counteract or nullify what was taking place in the classroom. This is not to suggest that increasing the numbers of URM students and/or courses would be an exercise in futility. Indeed, such actions can serve as markers that a given school is serious about diversity and inclusion. However, enacting any change(s) in isolation or without regard for the surrounding social or organizational context is unlikely to be successful-as noted in the authors' reference to the underperforming (at least in terms of expectations) AAMC Project 3,000 ϫ 2000. Similarly, significant increases in the number of women in medicine have addressed some, but not all, of the gender inequities and sexism historically pervasive in the profession of medicine.
The social isolation of URM students, then, is a systemic problem that requires bottom-up, emergent, and relational solutions. Identifying the variety of activation points/targets (e.g., organizational mission and values, recruitment and hiring practices, leadership development, campus climate, student services, research programs, patient interactions, and community involvement) and the synergies that link them is the principle challenge facing us now. Networks link not only people but also social structures and practices. In Reply: The proposal from Boateng and Thomas to focus on curriculum changes in medical school, emphasizing diversity, professionalism, and cultural competency as strategies to ease the social isolation experienced by some minority medical students, is a positive contribution and should benefit medical education and patientprovider interactions and, at least in the short term, ease the cultural isolation of URM students. Currently, many medical schools have already integrated cultural competency training into their curricula, with some states requiring cultural competency training for medical school, residency, and continuing medical education programs and medical licensure. 1 However, by itself, developing curricula focusing on diversity, professionalism, and cultural competency in medicine will not rectify the social isolation experienced by minority students. The issue of social isolation is an important one and affects not only the medical school experiences but the career trajectories of URMs in medicine. The low representation of minorities among medical school faculty contributes to an inadequate body of mentors sharing the cultural backgrounds of minority students. These mentors are important as pathfinders, teachers, and the establishment of a medical school climate that is supportive to all of its students. In order for URMs to acquire an equitable role in the "culture of medicine," they should achieve parity in accessing health careers and in professional advancement opportunities.
The long-term goal of increasing the number of physicians and other health professionals from all segments of American society should continue to receive our greatest attention and our greatest efforts. For this is the most effective and most comprehensive way to improve access to health services in our society, to effectively engage our citizens in taking responsibility for helping to manage their own health care, and, ultimately, to curtail the inexorable rise in the costs of health care. In Reply: We agree with Dr. Boateng and Dr. Thomas that social isolation is an important barrier to success among underrepresented minority students (URMs), and we feel for their frustration at the complexity and slow progress on this important issue. Cultural distance for URM students is likely greater than for non-URM students and can affect socialization and interpersonal skills that are valued during medical school such as networking, self-promotion, and reflection. Curricula that foster cultural competency, explore issues of diversity, and promote professionalism are essential to prepare students to care for patients of all backgrounds and circumstances. However, students' problems with interprofessional behavior, social norms, and support mechanisms cannot be fully modified through curricular changes. Nor can medical school curricula overcome, or be responsible to teach methods to overcome, cultural and social barriers due to socioeconomic status, cultural distance, and social norms.
These complex barriers make themselves known through negative social and psychological experiences that students have encountered throughout their lives. Strategies to deal with these barriers are much more specific to the individuals involved and cannot be addressed through melding and generalizing students' experiences in a structured manner. But there are ways that medical schools can help. For example, schools can offer support through increasing the number of URM students, having student activities about diversity, and providing social and cultural outlets. Also, having a place where students feel comfortable discussing their experiences of cultural and social barriers is critically important. And helping students address frustrations with poor clinical evaluations and learn concrete approaches to improve the evaluations is also essential. Other approaches include having well-staffed offices for diversity, having student societies, and encouraging students to use their external support systems, including family and religion. In Reply: We are grateful to Dr. Akwari for her thoughtful comments about our recent article on resident malpractice professionalism education. As she quite generously commented, replacing fear with knowledge is the primary goal of our professionalism seminar.
We strongly agree with her suggestion that in-depth and ongoing patientdoctor communication is crucial, especially when the possibility of malpractice has occurred. We do discuss patient-doctor communication at length during many of our other professionalism seminar sessions-not just the one on malpractice. Our malpractice session is limited to one hour, so we try to maximize the time discussing "the nuts and bolts" of the litigation process-topics previously quite foreign to surgical residents (as shown by our preseminar survey).
In the research we discussed in our article, our specific focus was a retrospective analysis of over 18,000 surgical procedures from July 2001 
Assessing Physicians' Competence
To the Editor: The study reported by Korinek et al 1 addressed an important topic. But we have some serious concerns about its generalizability.
First, the study relied heavily on the use of MicroCog screening. 2 An older physician may not do well on the MicroCog test. It is computer based, and an older physician is more likely to suffer from cyberphobia and/or incompetence. We are concerned that the study findings could be inadvertently used to discriminate against older physicians and perhaps even prematurely terminate their careers.
Second, the exclusion criteria for both groups that were studied excluded all international medical graduates (IMGs). The authors acknowledge that this limits the generalizability of their findings and that the MicroCog has not been validated for any foreignborn group.
With these limitations in mind, we suggest the SLUMS (Saint Louis University Mental Status) Examination 3 for screening IMGs and computerchallenged older physicians. It is a simple, practical, cheap, face-to-face test.
Third, we do not think the control group accurately represented the physician population who are practicing in the United States. The authors addressed the same concern.
Fourth, the authors mention that the participants in the two study groups were "tested under different personal circumstances" that could have affected their performance on the test. In our view, a study of this kind would probably be most accurate if a random sample without any bias were selected to represent the entire population.
Our goal in pointing out the above problems is to urge readers to be cautious in using the study findings because, in our opinion, they do not accurately represent the nation's physicians regarding the issue of competency and underlying cognitive problems. Other tools are available to screen for cognitive difficulty, such as the Saint Louis University Mental Status (SLUMS) Examination. 3 However, we opine that the MicroCog is a more appropriate and sensitive instrument for use in physician competence assessments. As noted, the MicroCog uses age-and education-adjusted reference groups. It assesses processing speed, which is the measurement most sensitive to brain impairment.
Dastgeer and Ebadi point out some limitations of our study, which were acknowledged in the article. We agree that the results of a cognitive examination that is not normed on foreign-born individuals must be interpreted with caution when administered to such individuals. CPEP, the Center for Personalized Education for Physicians, has a neuropsychologist interpret the results, including whether language and cultural issues may have influenced the findings. While a stratified sample of randomly selected physicians would be a better control group, we believe that the volunteer control group provided an adequate comparison.
As cited in our article, there is a growing body of research that is consistent with the findings of our study. We stand by the results of this and other studies that suggest that an assessment of neuropsychological functioning should be an integral part of any evaluation of physician competence.
What Is the Value of an Honor Society?
To the Editor: I congratulate Rosenthal et al 1 on designing what appears to be a valuable contribution to efforts to preserve empathy in third-year medical students. I was especially intrigued by their finding that in the Robert Wood Johnson Medical School class of 2010, students' knowledge that they had been selected for the Gold Humanism Honor Society (GHHS) seemed to significantly raise their scores on the Jefferson Scale of Physician Empathy Medical Student Version (JSPE-MS). Those students, following the completion of clerkships but prior to notification of GHHS selection, had scored nearly identically on the JSPE-MS as the non-GHHS students, and their empathy levels had, in fact, eroded much more over the course of the year than had those of the non-GHHS students. We are therefore left to conclude that GHHS selection in and of itself increased empathy.
If that's the case, it's rather ironic; one would hope that in order to inculcate empathy in medical students, we wouldn't have to tell them that they're better than their peers in some way. Yet that's essentially what the exclusivity of honor societies does.
It seems to me that having any kind of honor society to recognize and promote humanism runs counter to the ideals enshrined in the concept. When I think of humanism, I think of inclusiveness and an appreciation of each individual's unique strengths and abilities, not a questionnaire-based selection process of peers whom one may or may not actually know or have observed working with patients. What this study tells me is that labeling some medical students as "humanists" and others as not engenders empathy in the chosen few but has unknown effects on the undistinguished many. Yet the few and the many will together graduate as physicians, so we need to leave honor societies behind as we advance empathy for all. In Reply: Ms. Ramer's argument centers on the value of an honor society-maybe of any kind. The literature is replete with both pros and cons of honor societies that bring recognition to some and not to others. It was not our intent to engage in that debate but simply to bring our data to the attention of others. Ms. Ramer misses the point that societies like the Gold Humanism Honor Society (GHHS) recognize outstanding contributions to community service, which fosters important attributes such as altruism among physicians-in-training 1 and sustains and nurtures humanism in the communities in which chapters exist and members practice. By recognizing and rewarding desirable but difficult-to-teach traits in settings where efficiency is emphasized, we hope to inspire all students-not just GHHS awardees-to adopt humanistic values.
Our study focused on preserving empathy through educational intervention, which we believe was successfully demonstrated. The Humanism and Professionalism (H&P) program in our third-year curriculum was partly built on our long-standing involvement with humanism programs of the Arnold P. Gold Foundation, including the GHHS. Given our knowledge of the impact of these programs on our students, our hypothesis was that the H&P program would make a difference in helping our students preserve their empathy.
Membership in the GHHS does not indicate that some students are humanistic and others not. Instead, attributes, including humanism, tend to be present along a continuum. As a corollary to the GHHS, for over 100 years, students have been accorded recognition for excellence in academics through membership in the Alpha Omega Alpha Medical Honor Society. Until the GHHS was formed in 2002, no national recognition for excellence in humanistic traits existed. We believe that GHHS selection allows students to honor colleagues who exemplify these traits. (Research on a peer nomination tool affirms that students can identify medical student exemplars in clinical competence, caring, and community service among their colleagues. 2 ) Furthermore, the GHHS exists to enlist these exemplars as lifelong role models and advocates for patient-centered care.
As part of our assessment of the H&P program, we decided to see if there was any difference between those students chosen for the GHHS and the students who were not, and we were surprised to find that it did matter. It was not an assumption that we made going into the assessment. Clearly, recognition for excellence in any area brings confidence to those accorded the honor and, we hope, inspiration to those around them.
